KANSAS MEDICAID

PRIOR AUTHORIZATION
. E For Non-Preferred Drugs
. . Request Date
50835 Biologics

/

Beneficiary Medicaid ID Number BENEFICIARY INFORMATION  Beneficiary

Date of Birth

/

Beneficiary Full Name

Prescriber's Full Name PRESCRIBER INFORMATION

Prescriber Street Address

City State Zip Code
Prescriber Phone: Prescriber Fax:
Prescriber Medicaid ID # Prescriber NP1 #

NDC Requested:

Length of Therapy
Strength Quantity on Prescription

Indicate: Preferred Drug Tried Length of trial:_

Prescription instructions(sig):

Unless otherwise indicated, the chemical name includes branded products

Please see page 2 for the preferred and non-preferr  ed drugs.

Check: the appropriate box indicating medical neces sity for the Non-Preferred Drug and provide the req
() Medical intolerance to Preferred Drug. Provi  de clinical symptoms:

uested information:

() Inadequate response to Preferred Drug.
() Absence of appropriate formulation or indica  tion of the drug. Please specify:

Signature of Prescriber / /
*Prescriber signature mandatory Date 50835
FAxTo:  KANSAS Medicaid Prior Authorizations
H Fax: (866) 246-8512 E H

11/2011 PA HELPDESK: (877) 475 - 7567



Adult Rheumatoid Arthritis *Clinical Prior Authorization may apply

Preferred Drug Covered

Non-preferred

Adalimumab Humira Abatacept Orencia

Etanercept Enbrel™ Anakinra Kineret™
Certolizumab Cimzia—
Golimumab Simponi—
Infliximab Remicade™
Rituximab Rituxan™
Tocilizumab Actemra™

Ankylosing Spondylitis *Clinical Prior Authonzation may apply

Preferred Drug Covered

Non-preferred Prior Authorization Required

Adalimumab Humira™ Infliximab Remicade™
Etanercept Enbrel™ Non-preferred
Golimumab Simponi—
Crohn’s Disease “Clinical Prior Authonzation may apply
Preferred Drug Covered Non-preferred
Adalimumab Humira™ Certolizumab Cimzia™
Infliximab Remicade™ Matalizumah Tysabr™

Juvenile Idiopathic Arthritis "Clinical

Prior Authonzation may apply

Preferred Drug Covered

Non-preferred Prior Authorization Required

Adalimumakb Humira

Abatacept Orencia~

Etanercept Enbrel

Plaque Psoriasis "Clinical Prio

r Authorization may apply

Preferred Drug Covered

Non-preferred Prior Authorization Required

Adalimumab Humira Etanercept Enbrel
Infliximab Remicade™ Non-oreferred
Alefacept Amevive™
Ustekinumab Stelara™

Psoriatic Arthritis *Clinical Prio

r Authorization may apply

Preferred Drug Covered

Non-preferred Prior Authorization Required

Adalimumakb Humira

Etanercept Enbrel

Infliximab Remicade™

Ulcerative Colitis *Clinical Prior Authorization may apply

Preferred Drug Covered

Non-preferred Prior Authorization Required

Infliximab Remicade™




